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Political Considerations
Some states may be reluctant to establish an EMS-C agency or advisory council because of competition for attention to many matters within the state. If many advisory bodies already exist, little energy or patience may be left for yet another group. This may be especially true if the new group is likely to present recommendations for new, perhaps unfamiliar, tasks for state and local agencies that are already struggling to meet their current obligations.
There is also some risk that a proposal for entities targeted on EMS-C will lead to a large number of similar requests from other groups that see their issues as equally compelling. Determining which, if any, of those requests to accept may be so costly in political capital that the EMS-C position will be much weaker than it might otherwise have been.
Related to these points is a considerable political science literature that explores differences in stale political culture and general receptivity to (and capacity for) policy innovation (Walker, 1969; Gray, 1973; Rose, 1973; Menzel and Feller, 1977; Foster, 1978; Light, 1978; Savage, 1978; Berry and Berry, 1990). An historical lack of interest or responsiveness in such areas (e.g., health) could prove to be a problem, especially if it exists in states that have, to date, made little progress in EMS or EMS-C programs. That is, states with the biggest need to move ahead forcefully could conceivably be those most likely to drag their policymaking feet.
Active competition among departments or among important groups in the provider community can make it difficult to form an agency—or advisory group—that can work together or that will be recognized by all sides as authoritative. Such competition may be about jurisdiction for specific programs, or it might be tied to the funding implications of recommendations that the state bureaucracy might decide or the advisory council might suggest. Indeed, such fragmentation is common in many spheres of public health policy and can prove extremely difficult to overcome (see, e.g., Rabe, 1986). Furthermore, various groups and influential individuals may not be persuaded that these special mechanisms are needed to ensure adequate attention to EMS-C concerns. Reasons for such hostility may reflect a general resistance to regulation or the view that enough opportunities exist within routine procedures to make any changes that are needed.
Fiscal Constraints
Another source of likely resistance stems, of course, from fiscal considerations. At latest count, some 35 states are in fiscal distress (Ehrenhalt, 1992; Gold, 1992; National Association of Budget Officers, 1992). This follows an explosion of state spending during the 1980s especially in thehe actual structures of state advisory councils will vary by state. Some states may adapt the federal model with an advisory council that is appointed by the governor and includes voting members from the private sector and nonvoting public members. Others may look to different modelsnd publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
